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other. It is therefore surprising that Geelkerken and 
van Bockel take up the discussion based on their own 
experience with 14 cases collected over 20 years. We 
concluded: "Single vessel visceral reconstruction is a 
simple and safe procedure", to call attention to this 
concept as opposed to the mainstream opinion that 
two-vessel procedures hould be performed. It is 
always possible to quote reports from centres of 
excellence in which the mortality and morbidity are 
close to zero and patency rates tend to exceed 100%. 
The best examples of this include infrainguinal recon- 
structions and carotid surgery. On a national scale, 
however, we are convinced that suprarenal dissection 
is connected with a higher morbidity and mortality 
than infrarenal surger)~ though this issue will only be 
settled by a randomised study. 
Max G. Christensen, Jorgen E. Lorentzen and Torben 
V. Schroeder 
Copenhagen, Denmark 
Fibrodysplasia 
Sir, 
In their leading article, van Brockel and Weilbull 1 
neglected to mention the use of certain visceral 
arteries in the reconstruction of renal arteries. 2 There 
have been a number of reports of splenorenal bypass 
surgery for the treatment of atherosclerotic and 
fibrodysplastic left renal artery disease. 2~ This tech- 
nique has been reported in children as young as 3 
years 2, and Splenectomy is reported in 0-13% of 
cases. 2"3 Splenic infarction is uncommon because of 
the collateral supply to the spleen from the short 
gastric and gastroepiploic arteries, and has been 
reported in 0.5% of cases. 5Post-mortem studies have 
shown, however, that collaterals are deficient in 6% of 
individuals .5 
H. S. Khaira 
Birmingham, U.K. 
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Authors' Reply 
I would like to thank Mr Khaira for his letter and I 
appreciate his comments. The use of the hepatic and 
splenic artery in the reconstruction of fibrodysplastic 
disease is limited for several reasons. Firstly these 
patients are relatively young and there is some risk 
that a stenosis at the origin of these arteries may 
develop. Moreover, in the case of the hepatic artery an 
additional venous graft is necessary which is asso- 
ciated with complications. In addition, there usually is 
no risk in using the aorta as the origin for a bypass. 
However, the use of the hepatic and splenic artery is 
particularly useful if the aorta is severely diseased. It 
is important to avoid aortic reconstruction if possible, 
e.g. replacing a badly diseased but patent aorta by a 
prosthesis to have a point from where the renal bypass 
can originate, because there is an increased mortality 
rate of 8-10%. 1'2 In these situations the surgical risk 
can be decreased by selecting alternative procedures 
that do not involve clamping of the aorta, e.g. 
splenorenal anastomosis, 3 hepatorenal anastomosis, 
for occasionally using a bypass which originates from 
the iliac artery. 5
JH van Bockel 
Leiden, the Netherlands 
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False Aneurysms 
Sir, 
In their article on a surgical technique for false femoral 
aneurysms, the authors make the interesting point 
that femoral aneurysms can be dealt with without 
formal clamping of the vessels proximally and dis- 
tally. 1 However, their technique is a very involved one. 
There is no need for the insertion of an occlusion 
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catheter into the vessel and certainly the notion of two 
layers of purse string sutures in any artery must be 
regarded as questionable. I know of no way of doing 
this without some narrowing occurring. 
In the several units in the U.K. in which I have 
worked the common practice for treating these lesions 
is to proceed along the lines suggested by Akpinar 
(without formal clamping) but, instead of inserting a 
catheter, simple finger pressure is enough to control 
the bleeding. A combination of finger pressure and 
suction is generally enough to allow exposure of the 
arterial defect into which one or two transverse 
sutures are placed. 
This method is certainly simpler than either 
clamping or inserting catheters. It must also be 
considerably faster and cannot result in arterial 
narrowing. 
J. Murie 
Edinburgh, Scotland 
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Authors' Reply 
We agree with Dr Murie that it is possible to repair 
some femoral artery pseudoaneurysms by simple 
finger pressure and by placing one or two transverse 
sutures. However, when there is brisk arterial bleed- 
ing resulting from a large hole or multiple holes, this 
method may prove to be difficult and considerable 
blood loss can occur. We also think that a superficially 
placed purse-string suture just around the hole does 
not result in arterial narrowing especially when one 
has better exposure of the hole and a dry field. The 
second purse string is often unnecessary. 
B. Akpinar 
Istanbul, Turkey 
Endothelial Cells 
Sir, 
Dr Sterpetti and colleagues give an eloquent account 
of their hypothesis for the aetiology of atherosclerotic 
lesions at the carotid bifurcation extrapolated from the 
effects of shear stress variation on mitogen production 
by cultured bovine smooth muscle cells. ~ There does, 
however, appear to be a flaw in the logic of their 
arguments. In vivo, it is the endothelium which is in 
contact with the moving blood stream and not the 
medial smooth muscle cells of the arterial wall. The 
"drag" or shear stress produced at the blood/vessel 
wall interface is therefore xerted upon the endothelial 
cell and not the smooth muscle cell. Why, therefore, 
did Dr Sterpetti and colleagues choose to study the 
role of shear stress on cultured smooth muscle cells 
rather than endothelial cells? The latter would have 
been more informative. 
Mechanical 1 and shear 2stresses have been shown 
to influence ndothelial cell proliferation and mitogen 
production in culture. Co-culture of endothelial and 
smooth muscle cells demonstrates the powerful influ- 
ence that the endothelium can have over smooth 
muscle cell proliferation. 3 
Haemodynamic forces clearly play an important 
role in the regulation of vessel wall thickness. The 
endothelium is ideally placed to detect these forces 
and translate them into a vessel wall response via a 
paracrine action on smooth muscle cells. A direct 
effect in vivo of haemodynamic forces on smooth 
muscle cells, as suggested by Sterpetti and colleagues 
seems less likely. 
No reply received 
K. Varty 
Leicester, U.K. 
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Vascular Services 
Sir, 
I was delighted and indeed reasured to read Roger 
Baird's article on Vascular Surgery in the U.K. 1 
We hear a great deal about centralisation of 
various specialist services in the U.K., when it is 
obvious to all that large institutions are at present 
unable to cope with their present workload. We 
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